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OBJECTIVES This study was designed as a narrative systematic literature review of medical specialist trainees' perspectives of the assessment messages they receive in the context of clinical performance assessments. The aim of the study was to determine if trainees value the information they receive through the formats designed to promote their development and, if not, the reasons for this.
METHODS
The authors searched the ERIC, EMBASE, Ovid MEDLINE and PsycINFO databases for articles published up to 16 June 2018 that present original data on trainees' perspectives of the assessment messages they receive in the context of work-based assessments (WBAs) and in-training assessments (ITAs) used within their training programmes. All authors screened 938 abstracts and 139 full-text articles were assessed after this. Descriptions of quantitative data and thematic analysis of qualitative data were used to present the opinions of trainees.
RESULTS Thirty-three articles met the inclusion criteria. Twenty-six articles (79%) described trainees' perspectives in the context of WBA and the remaining articles referred to ITA formats. Wide-ranging opinions were reported. The analysis categorised these into three themes: trainees value developmental assessment messages; trainees become disengaged when assessment messages are not developmental, and trainees' views depend on the environment, the assessor and themselves. Some trainees reported that the assessment messages were valuable and provided input on their performance to guide their development, but many disagreed. In particular, the trainee's own level of engagement with the assessments influenced his or her perspectives on the messages received.
CONCLUSIONS Trainees do not universally perceive that clinical performance assessments provide them with the valuable developmental input on their performance they were designed to do. Factors related to the environment, the assessor and themselves influence their perspectives. INTRODUCTION Clinical performance assessments -defined here as work-based assessments (WBAs), in-training assessments (ITAs) or in-training evaluations (ITERs) -are designed to provide medical trainees with holistic information about the quality of their practice. They recognise that '[t]he highest level of evidence of attainment of a skill is the demonstration of the behaviour in routine daily practice, i.e. performance in vivo. ' 1 The workplace setting also allows the assessment of additional attributes 2 and provides trainees with opportunities to receive qualitative and quantitative judgements on their performance from multiple assessors during the course of a placement. Whether primarily formative or summative in design, the information provided is intended to promote improvement. However, trainees and their assessors sometimes hold very different views regarding the performance information given and received in general. 3 It is important to understand trainees' views on the assessment messages they receive in the workplace in order to know if these messages achieve the aim of providing guiding information from the trainee's perspective. If these assessment messages are not helpful, the reasons for this should be explored.
We use the term 'assessment message' to emphasise the consideration of quantitative information, in addition to written or verbal comments, as the former is sometimes not included in feedback research. We also use the term to deliberately distinguish the provision of information that is of interest here from more recent versions of feedback, which have broadened beyond the 'teacher-specific behavioural principles' for the delivery of information (e.g. as timely and specific) 4 to include the learner's barriers and reactions to feedback and the relationship between the teacher and learner. 4 Indeed, feedback can be seen as a matter of coconstruction between the teacher and learner. 5 We focus here on part of the feedback process -the message -comprising both ratings and comments that are delivered to the trainee.
To date, scholarly papers have evaluated many aspects of performance assessments, including their validity or reliability, 6 their educational impact 7 and feasibility, 8 and evidence of their impact on doctors' future work. 2 Many of these have studied performance assessments from the perspective of the assessor; however, none have determined trainees' perspectives on the information received from the two types of clinical performance assessment together. This is important as perspectives may be relevant to both formats. BingYou et al. recently conducted a scoping review of what is broadly known about feedback in health professions education. 9 Although high-level evidence was lacking, repeated and immediate feedback was seen to be beneficial for learning and the importance of additional aspects, including emotions, credibility of the source and demographics, was highlighted. 9 Massie and Ali 10 performed a critical narrative literature review on medical trainees' and assessors' views of WBAs in training, finding widespread negativity towards them, particularly around their perceived purpose and associated logistics, such as the time available to perform them and training for those involved. Poor quality feedback to trainees was a common outcome reported.
The goal of our study was to extend these works and to bridge the gap in the assessment and feedback literature by focusing specifically on medical trainees' perspectives of the assessment messages they receive in the context of clinical performance assessments. In order for these assessments to achieve their aims, trainees need to value the assessment information they receive. We therefore sought to collate published reports on trainees' perceptions of their worth. The research question in this systematic review is: What are medical specialist trainees' perspectives of the assessment messages they receive in clinical performance assessments?

Definitions and explanations
'Medical specialist trainees' refers to qualified doctors in a medical specialty training programme, such as those who are training to become surgeons, physicians or general practitioners. In North America, these doctors are known as 'residents', whereas in the UK, Australia and New Zealand, they are termed 'registrars'. For simplicity, we refer to them as 'trainees' from this point in this paper.
'Perspective' refers to 'a way of regarding situations, facts etc., and judging their relative importance'.
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We use this term as it was commonly used in the research questions or aims of the included articles; it also encompasses a broad range of ideas by including the concepts of attitudes, outlooks and views.
An 'assessment message' describes the information provided on the assessment form (ratings, comments) and any verbal information delivered to the trainee by the assessor about the trainee's performance.
'Clinical performance assessment' refers to an assessment of a trainee conducted in an authentic setting, by an assessing clinician who delivers an assessment message to the trainee. Such assessments occur within usual clinical practice, rather than in a formal examination or simulation setting, and their content is 'natural' and not predetermined and so varies among learners. Clinical performance assessments therefore do not include formats such as the objective structured clinical examination or similar.
This review was performed with an interpretive stance. That is, we sought to interpret others' interpretations by inductively grouping results from studies into themes of similar ideas. Ethical approval for this literature review was not required.
Search strategy and information sources
The review followed the PRISMA (preferred reporting items for systematic reviews and metaanalyses) guidelines 12 for systematic reviews.
The databases used for the search were Ovid MEDLINE, EMBASE, PsycINFO and ERIC; these were selected in consultation with library staff as being the most likely to yield references relevant to the research question. In the search design phase, databases were explored for appropriate subject headings relating to the question. The list of participant and interest search terms (English language only) were combined by 'and' to generate the search yield (Table 1) .
Database searches were undertaken on 26 October 2016 and updated on 16 June 2018 (no limit was placed on the start date for the search), yielding 9248 articles. Citations were managed in EndNote X7 (Thomas Reuters, New York, NY, USA). Duplicated papers (n = 3663) and non-Englishlanguage papers were removed (n = 260). Exclusion of articles by title (n = 4391) was conducted by CES. The remaining articles (n = 938) were imported into Covidence (Covidence, Melbourne, Vic, Australia). A double abstract review was undertaken by CES for all papers and by ST, NC and MB for approximately one-third of the articles each. Any disagreements were resolved by discussion and reference to the inclusion and exclusion criteria ( Table 2 ). Four additional articles were obtained through hand searches of the reference lists of the 32 articles identified for data extraction and one was included for data extraction.
Full-text reviews for inclusion or exclusion were performed by CES. Second reviews of approximately 34% (n = 47/139) of the articles were conducted by the other authors. Second reviews were performed where there was uncertainty as to an article's inclusion status. Thirty-three articles met the study inclusion criteria and data extraction and quality assessment were conducted by CES. Second reviews of quality assessment on 42% (n = 14/33) of the articles were performed by MB, ST and NC. Consensus on disagreements was achieved through discussion ( Fig. 1 ).
Inclusion and exclusion criteria
Articles were included if they presented qualitative or quantitative data describing trainee reports of perspectives on the assessment messages received in a clinical performance setting in current usage in the trainee's training programme. These data included logistical aspects, such as the time spent on obtaining feedback, and opinions on its quantity, quality and usefulness. Articles that reported pilot assessments were not included as perspectives on feedback in these are likely to differ from perspectives on feedback in actual use. Articles that noted trainees' satisfaction with or general perspectives on the assessment process only were not included.
In addition to ITAs, the WBA formats referred to in the included articles were: (i) the mini-clinical evaluation exercise (mini-CEX); (ii) direct observation of procedural skills (DOPS); (iii) the case-based discussion (CBD); (iv) multi-source feedback (MSF); (v) procedure-based assessment (PBA); (vi) the objective assessment of surgical and technical skills (OSATS), and (vii) the multiple consultant report (MCR).
Many of the studies included used the term 'feedback' to describe what we have defined as the 'assessment message'; we have not modified this expression. The reader is alerted to this and asked to be mindful that 'feedback' in this context relates to the 'assessment message'.
Data extraction
Data were extracted from the results sections of the included articles by CES. Each article was read carefully and data were entered into a spreadsheet in Microsoft Excel for Mac Version 15.30 (Microsoft Corp., Redmond, WA, USA). Data extracted included the author details, year and country of publication, assessment type, research aim, data collection method, number and type of participants, and the qualitative and quantitative data on trainees' perspectives of assessment messages. Supporting quotes were recorded. Quality assessment was performed using the MERSQI (medical education research study quality instrument) tool 13 for quantitative data and the Walsh and Downe tool 14 for qualitative data. The process of quality assessment is described in Appendix 1.
Data analysis and synthesis
Data analysis was performed through an interpretive paradigm. Data synthesis was conducted using thematic analysis. The data extracted from the results of included studies were organised into open data-derived codes and all instances of codes were collated; in this way, all studies contributed data to the thematic analysis. 15 Similar codes were clustered together into themes; three categories that ran across the themes were determined by CES. This process was informed by the qualitative analyses of the articles with the highest quality assessments. [16] [17] [18] [19] [20] [21] [22] [23] In this way, the tension between the analytic work performed by the respective authors and our own analytic work was balanced. 24 Additional themes were inductively coded and included in an overall theme as required. MB and CES met to iteratively discuss codes, categories and themes. MB re-read the original data of six of the top papers to review the final categories. Quantitative data were included in this analysis and presented in a descriptive form with the theme to which they relate.
RESULTS
Study characteristics
The 33 articles included in this systematic review are summarised in Appendix 2. Most studies were from the UK (n = 23, 70%), with others from Canada (n = 3, 9%), Ireland (n = 2, 6%), the Netherlands (n = 2, 6%) and one (3%) each from Argentina, Australia and New Zealand, and India. Twenty-six (79%) articles covered WBAs (mini-CEX, n = 4, 12%; CBD, n = 4, 12%; MSF, n = 2, 6%; PBA, n = 3, 9%; OSATS, n = 1, 3%; MCR, n = 1, 3%; mixed, n = 11, 33%) and seven (21%) focused on ITAs. Fourteen (42%) of the studies were primarily quantitative in design, 13 (39%) were primarily qualitative and six (18%) used mixed methods. If a study included qualitative and quantitative data, a quality assessment for each part was conducted. Eight studies achieved 10 or more 'yes' scores overall on the Walsh and Downe scale and 11 scored fewer. 14 Seventeen studies scored 7 or more on the MERSQI scale, 13 and three scored less than 7.
Thematic analysis
Three main categories were derived from thematic analysis that addressed the research question. These are: (i) trainees value developmental assessment messages; (ii) trainees become disengaged when assessment messages are not developmental, and (iii) trainees' views depend on the environment, the assessor and themselves.
These are outlined in turn.
Trainees value developmental assessment messages
Many trainees highly valued the assessment messages they obtained from clinical performance assessments. They reported that the assessment messages they received were fair 25 and useful, [25] [26] [27] and promoted deeper understanding and learning. 28, 29 One trainee commented:
. . .if it is done well you can get an awful lot of learning opportunities out of it and . . .it gives you an awful lot of feedback.
22
Trainees described the assessment messages as beneficial by being real-time and objective, 30 although some recognised they could be subjective. 25 They noted the assessment messages indicated and documented their performance, 29, 31, 32 thereby increasing awareness of their strengths and weaknesses: 28, 30 The feedback was useful, either for confirming what I had done well and for suggesting other things I could have done. 29 Trainees often ascribed different values to the individual components of the assessment messages and valued qualitative over quantitative information:
I think the most important thing about all of these things is the feedback. It's not the mark you get at the end of the day. 23 For example, one study on MSF reported that 89% of trainees agreed the comments were useful, whereas 38% agreed the numeric report was useful. 33 Trainees particularly valued the verbal delivery of performance information. 34 In a study conducted by Sabey and Harris, 94% of trainees described their verbal feedback as useful compared with 74% for written comments. 20 This valuing of verbal feedback was especially marked when in-depth conversations occurred 19 and areas of weakness were identified. 18, 28, 30, 35 One trainee remarked:
You look for assessors that you know are knowledgeable and where you get something out of it, a good dialogue or really learn something. Not just marks on a sheet of paper. 31 Others highlighted that verbal feedback was more effective in achieving outcomes (such as by addressing specific learning points or self-directed learning).
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Written narrative information, with detailed examples, was highly valued, especially when it explained ratings 21 or was coupled with verbal input on how to work to achieve competencies. 29 These high values placed on written comments and verbal discussions with assessors were noted for both the WBA 18, 20, 23, 25, 32, 35 and ITA 19 formats. A trainee observed:
. . .you can actually figure out why you didn't meet [expectations] or why you were doing well so you can keep doing it. 21 Some trainees wished to avoid quantitative scores altogether 33 or at least to have a better understanding of scales, 19 consistency in their use 20 or a form redesign to focus on developmental feedback. 37 Evidence of an effect on learning was limited and was generally based on self-report alone. For example, between 20% and 29% of trainees felt they improved their practice because of feedback, 34, 38 with those who reported receiving good quality feedback being more likely to agree. 34 Some felt that the assessment messages, often coupled with dialogue, helped them to develop reflective skills 25, 37, 39 and self-assessment skills. 19 Trainees highlighted additional aspects of the assessment messages they valued, such as their breadth, including coverage of non-technical skills 18 or their provision of a more holistic picture of performance: 23, 25, 33 What I think is more useful is when you get feedback about how you're performing as a trainee in general. . .
25
Some acknowledged the ability of the message to provide encouragement 29 or reassurance 35 and to instil a feeling of being appreciated, 20 and some noted that affirmation generated by feedback was a potential outcome. 16 Some trainees reported that assessment messages led to an increase in their own confidence in aspects of their work. 30 One such trainee commented:
It's nice that they have approved that you can do such and such. You get confidence -I know I have been able to do this correctly. 31 Others highlighted the limitations of positive feedback:
. . .positive feedback is nice but it's not always going to be productive for you. 22 In addition, some acknowledged the potential difficulties for assessors of giving negative feedback:
. . .people always say they want negative feedback, but people don't take it as well. . . it puts the evaluator in a very awkward position. 21 Trainees become disengaged when assessment messages are not developmental By contrast, many trainees reported highly unfavourable views of their assessment messages, often noting 'widespread dissatisfaction' 21 with the process.
Between 33% and 41% of trainees reported that they rarely or never received verbal feedback immediately after a WBA 27, 38 and in one study, 40 16% reported the provision of no feedback. A trainee in another study observed:
But the majority of consultants will just sort of go 'Oh God, you want one of these again'. Fill it in really quickly, give you no feedback whatsoever and it is just a tick box. 22 Wrongly or rightly, this left some trainees to infer from their feedback:
. . .if nobody has criticised you or had a go at you then you know you are alright. 22 When trainees did receive feedback, not all reported it to be useful or helpful. 35, 41 One trainee commented:
. . .it's a box-ticking exercise. I only do it because I have to. I don't do it because I think it benefits me in any way. 22 Trainees reported variability in rating 17, 18 and that assessors varied in their level of leniency. 18 Many trainees noted frustration at a lack of explanation of written or verbal comments. 35 One trainee stated:
They don't mention anything in the notes or just one line and that doesn't show you a great deal as in which areas there are that you should improve and that sort of leaves you in a state of why did they mark you poor? 42 Poor quality comments 21, 36 were also noted, such as by these trainees:
It's all just platitudes. . .
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They'll write something a bit vague and a bit meaningless. 20 Some trainees doubted the ability of the assessments to reflect their progress 43 or to detect struggling trainees 17, 18, 23 in both the ITA format, which 39% of urology trainees in one UK study believed would not identify a failing trainee, 44 and the WBA format, which only 45% of general practice trainees in the UK agreed could detect struggling trainees. 20 Comments included:
Generally, they are a waste of time for a good doctor. They won't be useful to differentiate good from bad doctors. 17 Some trainees noted that assessors might concentrate on unrepresentative episodes 21 or be "deficit-focused", 16 noting that feedback delivered poorly can be 'demotivating' 29 and, if too negative, counterproductive. 42 These perspectives led to a view of such assessments as 'form-filling' 34 or 'tick-box' initiatives: 16, 17, 22, 39, 41, 45 Now it is just so people can tick the boxes. The inspiration and pride in our profession has gone. 17 Trainees' views depend on the environment, their assessors and themselves
The reviewed articles highlighted factors that influence trainees' perspectives on the assessment messages they receive. These included the environment, the assessors and themselves.
Environment
The time available for feedback influenced trainee perspectives. Many noted a lack of dedicated time 36 and the consequent potential for poor quality feedback with 'limited educational value'. 25 They reported that feedback usually took less than 5 minutes (for CBD, 36 PBA 40 and WBA in general 27, 38 ), but some researchers found that only a minority (14%) felt the time for feedback was insufficient, 35 whereas other studies reported this varied according to trainee level. For example, the majority (67%) of senior trainees in Tsagkataki and Choudhary's study felt that feedback time in an OSATS was insufficient. 41 Perspectives also depended on the timeliness of the receipt of assessment messages. Although some trainees noted that the completion of the form and delivery of feedback were mostly timely, 34 others disagreed, reporting delays in receiving assessment messages 19, 27, 38 or difficulties in getting the forms completed in full 17 or at all. 42 One respondent noted:
The main obstacle or issue I find is from higher levels and not actually from me getting them achieved. . . finding consultant input to sit down and go through them with to sign them off was a difficulty. . . it's so difficult to get them. . .
23
Setting was important, with trainees reporting the negative impact of interruptions and inability to speak freely 25 on feedback occurring in a public place.
Assessor
Many trainees felt that the 'style' of the trainer impacted heavily on the assessment message provided. 39 The background of the assessor was relevant: for example, general practice assessors were seen to be more skilled than hospital-based assessors. 20 The seniority of the assessor was contentious; some reported that senior registrars provided better feedback than consultants, 45 whereas others reported that consultant feedback was more likely to be constructive 43 and honest. One trainee observed:
. . .registrar feedback tends to always be positive, but consultants will tell you how it is. 39 Assessor enthusiasm in the process was very influential, with almost 80% of trainees in one study reporting that 'the enthusiasm of their trainer for PBAs determined the extent of benefit to be gained from using them'. 34 This engagement was highlighted in many studies 19, 21, 25, 39 and trainees reported that feedback from an engaged assessor is more valuable:
If you choose someone who wants to teach and can teach, it makes a big difference. If they just fill the paperwork in then you're not going to get anything from it. 25 Unfortunately, large numbers of trainees felt that assessors were not engaged in assessments. 17, 20 One trainee commented:
. . .the trainers aren't engaged. . . the majority. . . they'll just help you in order to get by. 22 The assessor's skills in giving feedback were reported as very important in enabling the feedback to result in learning and improvement. 29 Some trainees reported concerns about assessor motivation and how personal preferences or biases, 32,43 victimisation 35 and retribution 25 could affect the assessment message.
Many trainees raised concerns about the level of honesty in their assessment messages. This stemmed from the influence of interpersonal relationships 20, 42 and from poor assessment practices such as retrospective completion [16] [17] [18] or the completion of parts of the form related to unwitnessed tasks: 19, 20 . . .they just go through and fill them out anyway. 19 Half the participants in one study reported they had been told to complete their own forms. 23 Some trainees doubted the honesty of messages delivered in face-to-face settings such as those of the mini-CEX and CBD 20 and were aware of assessor reluctance to document deficiencies. 22 One trainee remarked:
What you want from an assessment is someone to actually tell you what your fault is! 36 
Trainees themselves
Perspectives on the assessment messages were further influenced by trainees' own characteristics and behaviours. Training level influenced views of feedback by tool. For example, in one study, 52% of senior trainees felt CBDs were more useful at junior levels, 39 whereas respondents in another study reported that MSF was useful in all years of training. 33 Some senior trainees highlighted their desire for different types of feedback:
I am wanting to be assessed more globally. A sort of overall impression of 'Am I almost ready for consultant practice or not?' 23 Many studies showed that trainees influenced their assessment messages strategically. Those who did not just want 'marks on a sheet of paper' 31 chose assessors they knew were serious about assessments, 31 and whom they anticipated would give them quality feedback 18 and take time to go through the assessment with them immediately afterwards. 34 Others focused on ratings only 20 or 'gamed' the system, 18, 23 seeking out assessors known to be lenient in their assessments. 22 A trainee elsewhere remarked:
If I know a person wouldn't rate me high, even for a teaching thing, I would rather find someone else. In terms of real development that's not how it should be. 37 Others avoided assessors they felt gave negative feedback, especially when the assessment carried implications such as by supporting progress decisions: 22 Like I don't get certain consultants to do things particularly because arguably they're more critical on paper and then in an ARCP [annual review of competence progression] environment it then looks bad on me. 22 Some strategically chose cases. 18, 20, 22, 23, 25 Between 2% and 11% of trainees agreed that they often or always avoided 'complex or difficult cases owing to the fear of receiving negative feedback'. 27, 38 One trainee said: I actively pick a procedure that I know I did well in and ask someone to rate me on it. 22 Some acknowledged the consequences of this on the assessment message:
I rarely bring forward patients that I did badly with and so rarely get negative feedback. So it's useful but there's not a lot of constructive criticism to go on most of the time. 25 
DISCUSSION
Summary of findings
This review collates the perspectives of medical trainees on the assessment messages they receive through clinical performance assessments. Although these assessments are well established in the programme of assessments undertaken in many specialty training programmes and are designed to provide trainees with valuable input on their performance, this review shows that trainees do not universally agree that the assessment messages they receive achieve this aim. Instead, it shows that trainees' perspectives can vary widely even within the same study 17, 25 and depend on multiple factors.
Their own and their assessors' engagement in the assessment process were seen to be major drivers in perspectives on the assessment messages received. The assessor's enthusiasm and engagement were fundamentally important 19, 21, 25, 34, 39 and predicted the quality of assessment messages. Unfortunately, many trainees cited examples of disengaged behaviour by their assessors, 19, 20, 22, 27, 38 and so had poor opinions of the resulting assessment messages. However, by contrast, when assessors were engaged, trainees often valued their messages highly. 31 The assessor's engagement often predicted the trainee's engagement, and further influenced perspectives on the messages received. Three studies 18, 22, 42 highlighted the polarisation of trainees into two groups: those who valued formative feedback and sought quality information to promote their learning and development (learning goal-oriented), and those who were results-focused, primarily interested in receiving positive comments and high marks (performance goal-oriented). Trainees in the former group clearly expressed their desire for more information and for an explanation of their assessors' views on their performance, 21 as well as their frustrations when this did not occur. 42 They recognised a lack of honesty, 20 calling for more truth in the assessment messages provided, 36, 39 although they acknowledged the difficulties of doing this. 21 Reluctance to deliver negative messages has been well studied in the psychology literature. 46 Trainees in the performance-oriented group focused on their goal of getting the assessment ticked off, 22 rather than on deriving any educational benefit. This aligns with work by Dijksterhuis et al., who distinguished performance-oriented from mastery-oriented behaviours in assessors and trainees in general formative assessment situations. 47 These different trainee behaviours may not stem solely from innate characteristics of different trainee types. Some trainees may be fundamentally performance goal-oriented, whereas the circumstances of the assessments may alter the orientation of others. Ongoing resentment to the introduction of these assessments has been noted, 23 and challenging environmental circumstances exacerbate this. Lack of time and an appropriate location for the delivery of feedback 25 promote a cursory approach to such assessments, as may the imposition of quotas for completion; 23 most assessors and trainees do not think that increasing the number of assessments leads to improvement in clinical skills. 48 These factors, coupled with assessor disengagement in the assessments, would be likely to challenge the most enthusiastic learning goaloriented trainee to become more performanceoriented.
Implications for practice
Identifying the problems associated with assessment messages is the first step towards ensuring that clinical performance assessments function as intended.
The lack of engagement, in part related to ongoing resentment at their being 'dropped on trainees and [assessors]', 23 may be reduced by reorientation to the assessments, with the close involvement of trainees and assessors. This should include gaining their input in defining the purpose of the assessment in each training context and so minimise a tick-box view of them. 16, 17, 22, 39, 41, 45 Addressing trainee desires for written and verbal comments on their performance and increasing emphasis on constructive comments is important, 49 and others have also reported that feedback is often lacking. [50] [51] [52] Comments could be provided alone, as has been introduced in some settings. 53 Training assessors in assessment and the delivery of feedback is clearly necessary to the production of quality assessment messages, but, similarly, training trainees in how to incorporate assessment messages into practice may be required. That is, although many of the notions about co-construction through feedback 5 are evident in the data (particularly through the third theme, Trainees' views depend on the environment, the assessors and themselves), many assessors simply write a message for trainees. Further thought should be given as to how both assessors and trainees maximise the value of this performance information.
This study highlights the need to address the environmental aspects of these assessments and neglecting to do so will limit their potential. The training organisation 49 must provide more support, the number of assessments to be completed must be balanced and justified (e.g. 48 ) and dedicated time to conduct quality assessments provided. Some have implemented ways to address this, such as by instigating dedicated WBA clinics, 54 but time and service pressures remain significant challenges for most and hence other options need to be developed.
In addition to optimising environmental aspects, the difficulties associated with delivering negative assessment messages must be recognised. The pervasive human tendency towards reluctance to provide negative information 46 needs to be acknowledged, and emphasising the educational aspects of these tools may encourage assessors to deliver clear assessment messages, even when they are 'negative'. Some authors have recognised how the culture of medicine and 'reluctance to reveal errors and shortcomings' 22 may also impact on the delivery of assessment information and this is an important area for further research from an educational perspective.
The use of clinical performance assessments in a training programme is only one step in the process of providing trainees with assessment messages that contribute meaningfully to their development. This review combines the assessment and feedback literatures, and shows that without commitment to and engagement in the assessment by the trainee and his or her assessor, and the provision of environmental support, the resulting assessment message will be of little value. Attending to the formative purpose of the assessment, by providing not only timely and specific but also quality information based on performance, which leads to a feedback exchange, is key to its benefits. Without this, the message will be disregarded at best and invalid at worst, with potential ongoing harmful effects, as trainees who are unaware of their true level of performance may not improve and subsequently fail a future examination or -of more concern -cause harm to a patient. Promoting such engagement and attention to the intended outcomes of these assessments is essential if they are to function as they designed to and help trainees to develop into the best doctors they can be.
Limitations
This review has several limitations. The inclusion criteria limited the search to studies published in English, meaning relevant articles in other languages were missed. This was done for logistical and financial reasons. The focus on medical specialist trainees excluded others, including junior doctors not in training programmes and medical students. This was done because the consequences of assessments are different for each and therefore perspectives on them may differ. Similarly, although four databases were searched, it is possible that relevant articles only listed in other databases were missed. The exclusion of articles by title and by only one researcher may potentially have caused us to overlook relevant articles. Similarly, the fact that data were extracted by a single researcher is a further limitation and may have led to the missing of relevant information. Most of the articles included were from the UK and this 'UK-centricity' of works on WBA in particular has been noted in previous studies. 10 Analysing and presenting qualitative and quantitative data together are challenging tasks and different authors may have emphasised different areas. As highlighted, the framework of this analysis was formed by eight articles and although these are of higher quality, this may have unduly influenced the review.
As noted in several of the included studies, surveys of people's perspectives tend to attract responses from those with polarised views and the data subsequently included in this study may be overly representative of such groups. However, opinions at all extremes were noted. Social desirability bias encourages participants to give 'socially acceptable' answers and is of particular relevance for data extracted from focus group or interview settings.
CONCLUSIONS
This systematic review collates the perspectives of medical trainees in specialty training programmes about the assessment messages they receive in clinical performance assessment contexts. We believe this is the first collation of such opinions. It is crucial that these opinions are considered in relation to the further development of these important assessment formats. Some trainees report their assessment messages are valuable, but some report they are not. This appears to stem from both their own and their assessors' engagement, and, importantly, from environmental factors. Aspects of all three must be addressed if these assessments are to realise their potential benefits.
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